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ABSTRACT
Objective: To measure the experience and
perpetration of negative behaviour, including domestic
violence and abuse (DVA), and investigate its
associations with health conditions and behaviours in
men attending general practice.
Design: Cross-sectional questionnaire-based study
conducted between September 2010 and June 2011.
Setting: 16 general practices in the south west of
England.
Participants: Male patients aged 18 or older,
attending alone, who could read and write English.
A total of 1403 of eligible patients (58%) participated
in the survey and 1368 (56%) completed the questions
relevant to this paper. 97% of respondents reported
they were heterosexual.
Main outcome measures: Lifetime occurrence of
negative behaviour consistent with DVA, perceived
health impact of negative behaviours, associations with
anxiety and depression symptoms, and cannabis use in
the past 12 months and binge drinking.
Results: 22.7% (95% CI 20.2% to 24.9%) of men
reported ever experiencing negative behaviour (feeling
frightened, physically hurt, forced sex, ask permission)
from a partner. All negative behaviours were associated
with a twofold to threefold increased odds of anxiety
and depression symptoms in men experiencing or
perpetrating negative behaviours or both. 34.9% (95%
CI 28.7% to 41.7%) of men who reported experiencing
negative behaviour from a partner, and 30.8% (95% CI
23.7% to 37.8%) of men who perpetrated negative
behaviours said they had been in a domestically violent
or abusive relationship. No associations with
problematic drinking were found; there was a weak
association with cannabis use.
Conclusions: DVA is experienced or perpetrated by a
large minority of men presenting to general practice,
and these men were more likely to have current
symptoms of depression and anxiety. Presentation of
anxiety or depression to clinicians may be an indicator
of male experience or perpetration of DVA victimisation.
Strengths and limitations of this study
▪ This is the first survey of a European clinical
population to measure prevalence of DVA experi-
ence and perpetration in male patients in primary
care, and the largest such primary care study
internationally.
▪ The study is unique in combining prevalence of
experience and perpetration along with perceived
impact and self-reported domestic violence and
abuse (DVA) status. Unlike most population
studies of men and DVA, it has no upper age
limit.
▪ The study is cross-sectional and can only report
associations. Men with higher education were
over-represented in the sample, and gay and
bisexual men were under-represented, compared
with the UK population. While the preponderance
of heterosexual men in the sample is a bias, the
numbers of gay or bisexual men attending
primary care practices is not known.
▪ Not all negative behaviours constitute DVA.
Although a questionnaire cannot characterise the
context of negative behaviours, we have mea-
sured frequency, severity and impact of negative
behaviours, and included questions on whether
men considered that they had been in a DVA
relationship.
▪ It was not possible to calculate a true recruit-
ment rate, as we do not know the absolute
number of eligible men in the practice waiting
rooms. However, given that men did not know
that the questionnaire would include questions
on abuse, the estimate of prevalence and impact
may not have been affected. Men completed the
survey while waiting to be called for their
appointment and thus, had limited time to com-
plete the survey and some were interrupted
before completing it. All the data missing for this
reason are, therefore, missing at random, justify-
ing to some extent our imputation method.
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INTRODUCTION
The UK Government has deﬁned domestic violence and
abuse (DVA) as any incident or pattern of incidents of
controlling, coercive or threatening behaviour, violence
or abuse between those aged 16 or older who are or
have been intimate partners regardless of gender or
sexuality; this can include psychological, physical, sexual,
ﬁnancial or emotional abuse.1 However, estimates of
DVA prevalence without taking into account context,
severity and impact can be misleading.2 3 Individuals
may report that they have experienced or perpetrated
one or more behaviours, but they may not actually
experience or see these as harmful, or they may not per-
ceive such behaviours as abusive, or may only deﬁne par-
ticular (usually physical) behaviours as abuse. DVA is a
global health problem.4 Research on DVA has largely
focused on heterosexual women as the largest victim
group5 and there is a lack of research on men as victims
or perpetrators of partner DVA.3 6 7
Female clinical populations generally have a higher
prevalence of experience of DVA than the general popu-
lation8 and this is probably the case for men experien-
cing or perpetrating DVA. In a US study of 712 men
attending an emergency department, 20% disclosed
abuse from a partner in the past year, 6% disclosed per-
petration and 11% disclosed both.9 A UK study of 178
men in four general practices10 found a lifetime preva-
lence of 15% for men experiencing and 16% for men
perpetrating DVA. In a Slovenian family practice sample
of 323 men, 5% reported experience of psychological
violence and 3% of men reported experience of physical
violence from partners or family members in the previ-
ous 5 years.11
Men who experience or perpetrate DVA have an
increased risk of post-traumatic syndrome, depression,
suicide7 12 13 and substance misuse.14 Similarly, men
with depressive or anxiety disorders are more likely to
have experienced DVA15 and men with psychiatric disor-
ders are more likely to report ever having been physic-
ally violent towards a partner.16 Such associations
between adverse mental health and substance misuse
with DVA may be stronger when men both experience
and perpetrate DVA.9 However, it can be difﬁcult to dis-
tinguish male victims from male perpetrators as the
former may, for instance, present themselves as experi-
encing DVA when their partners have retaliated or
defended themselves.17–21
Given the uncertainty about the prevalence of DVA
experience or perpetration among men in primary care
populations and its association with mental health pro-
blems, we conducted a study in English general prac-
tices. In this paper we report: (1) the occurrence of
negative behaviours consistent with DVA (experienced
from a partner and carried out towards a partner);
(2) the perceived impact of abuse; (3) the association
between exposure (experienced and carried out) with
different types of DVA and mental health problems.
METHODS
Study population
We selected a stratiﬁed random sample of general prac-
tices in south west England to reﬂect the proﬁle of prac-
tice populations in England with respect to the
proportion of patients from ethnic minorities (postcode
level census data); levels of deprivation (index of mul-
tiple deprivation) and population density (city, town,
village). Three practices declined to take part in the
study; therefore, the next randomly selected practices
from the relevant strata were recruited. From September
2010 to June 2011, we administered a questionnaire to
unaccompanied male patients in the waiting rooms of
16 practices. Only those 18 years or older and able to
read English were included, and men were not
approached if they were unwell or appeared distressed.
Variables
The questionnaire elicited demographic characteristics
consistent with Crime Survey England and Wales cat-
egories: age in years, ethnicity, income, education and
housing status.22 Current anxiety and depression were
measured with the Hospital Anxiety and Depression
Scale (HADS)23 by using a cut-off score of 8 for each
subscale. We carried out sensitivity analyses with a cut-off
score of 12 and a continuous measure for each of the
subscales respectively. Alcohol use was measured with
the Alcohol Use Disorders Identiﬁcation Test
(AUDIT),24 with a category of excessive drinking if the
respondent usually drank more than 6 units of alcohol
on a day when he drank. The cannabis use question was
whether the respondent had used it in the past year.
The questionnaire included four questions about
experience of behaviours that might be construed as
DVA: (1) ever felt frightened of the behaviour of a
partner; (2) ever needed to ask your partner’s permis-
sion to work, go shopping, visit relatives or visit friends
(beyond being considerate to and checking with your
partner); (3) ever been slapped, hit, kicked or otherwise
physically hurt; (4) and ever forced to have sex or made
to engage in any sexual activity when you did not want
to. This was followed by questions about their relation-
ship with the perpetrator, frequency and escalation of
the experience, and perceived impact of the behaviours
based on the Comparing Heterosexual and Same Sex
Abuse in Relationships (COHSAR) survey.3 The subse-
quent questions were about perpetration of any of the
four negative behaviours towards a current or former
partner, whether this had occurred in the past
12 months, and whether they felt these behaviours had
an effect on their partner. An additional question was
whether the participant had experienced any of the
negative behaviours from an adult family member other
than a partner. Two questions were whether they were
currently or had been in a relationship that could be
described as ‘domestically violent or abusive’. In this
paper, we differentiate between the responses to the
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behavioural questions and the self-perceived DVA with
the term ‘negative behaviour’ to denote the former and
‘DVA’ the latter.
The questionnaire booklet contained a detachable
information sheet with contact details of support ser-
vices and national help lines. Respondents were also
encouraged to talk to the researcher who recruited
them if the survey raised issues that caused them
concern.
Study size
The sample size was driven by our aim of investigating
associations between experience or perpetration of DVA
and demographic variables or mental health problems.
Assuming a conservative background prevalence of 10%
for depression among men attending general practice, a
sample size of 1400 respondents from 14 to 16 practices
would have 88% power to detect a 15 percentage point
difference between men who have experienced or per-
petrated negative behaviours, and men who have not
done so with regard to any demographic or health
measure. This calculation used a two-sided 5% signiﬁ-
cance level and assumed a design effect of 2 from clus-
tering within practices, based on a cluster size of 100
and an ICC of 0.01. This sample size also allowed us to
estimate a prevalence of perpetration of 10% with a
2.2% margin of error after adjusting for clustering.
Statistical analysis
Data were entered from the paper questionnaire into an
Access database. Only individuals who responded to all
four questions on negative behaviours were included;
two respondents were excluded because they were
younger than 18. All data were analysed in Stata V.12.1.25
We compared proportions of participants experiencing
or perpetrating negative behaviours with the proportion
of men describing their current or previous relationship
as domestically violent or abusive. To investigate whether
experience or perpetration of negative behaviours was
associated with mental health problems or substance
abuse, we performed logistic regressions for the latter
variables as outcomes controlling for age, income,
maximum level of education and house ownership. In
the analysis, we also accounted for the stratiﬁcation and
clustering in the study design. The variables included in
the models were identiﬁed a priori, based on previous
evidence of associations between DVA, socioeconomic
status, drug use and health outcomes.9 12 13
The main analysis is based on complete cases, using
the binary versions of the mental health outcomes with
a cut-off score of 8. These were then repeated for the
continuous score and an alternative cut-off of 12. For
another sensitivity analysis, we repeated the main ana-
lysis using imputed missing data with chained equations
(mice) and then recalculated our estimates on the
imputed data sets making the assumption that the data
are missing at random26 and thus, generated 100 com-
plete data sets.
Medical records
Consent was sought from participants for access to their
medical records. Electronic records for men who con-
sented were accessed in the practices by two researchers
who extracted information from any documentation of
DVA. The same 12-month period was used for survey
and medical records.
RESULTS
Sociodemographic characteristics
Of the 2431 eligible men invited to complete the survey,
1403 (58%) consented and 1368 (56%) completed the
questions relevant to this paper. Recruitment rates in
practice waiting rooms varied between 35% and 72%.27
Participants were aged between 18 and 90 years (mean
49 years); 68.2% (95% CI 65.4% to 71.2%) had a national
vocational, advanced or higher qualiﬁcation; and 97.1%
(95% CI 96.2% to 98%) were heterosexual. Table 1
reports the sociodemographic proﬁle of all respondents
with additional subdivision into men who reported
experiencing or perpetrating negative behaviours (or
both), and those who were not involved in such beha-
viours. The groups are broadly similar although those
without any history of negative behaviours are more likely
to be in paid employment and to be living with a partner.
Table 2 reports the experience and perpetration of
negative behaviours from and against a partner for three
groups: those men who only experienced, those who
only perpetrated and those who both experienced and
perpetrated the behaviour, as well as the reporting of
any negative behaviours in the past 12 months.
Prevalence and frequency of negative behaviours
experienced from a partner
While most negative behaviours were from partners, 28
of 1368 (2.1%; 95% CI 1.3 to 2.9) experienced them
from an adult family member: 4 from their parents, 8
from their sons or daughters, 18 from other family or
in-laws and 2 from both. Twenty-seven out of 1367 men
(2%; 95% CI 1.2 to 2.9) reported perpetrating a nega-
tive behaviour against a family member: 3 against a
brother or a parent, 12 against adult children and 12
against other family members or in-laws.
A total of 309 men (22.7% of respondents, 95% CI
20.2% to 24.9%) reported having at some time experi-
enced at least one of the negative behaviours from a
partner, including men who also reported perpetration.
Of the total, 107 (41.2%, 95% CI 34.3% to 47.8%) said
the behaviour had occurred only once, and 66 (25.4%,
95% CI 19.8% to 31.6%) that it had occurred more
than once and for over a year. The behaviour stayed the
same for 154 men (60.9%, 95% CI 54.5 to 66.8), got
worse for 60 (23.7%, 95% CI 18.1% to 29.7%) and wor-
sened and became more frequent for 15 men (5.9%,
95% CI 3.1% to 9.5%).
One hundred and two respondents (7.6%, 95% CI
6.2% to 9.1%) reported experiencing any negative
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behaviours in the past 12 months. Only eight of all the
1368 respondents reported being in a current DVA rela-
tionship; we, therefore, omitted this variable from
further analysis.
Prevalence of negative behaviours carried out towards a
partner
Combining participants who reported only perpetrating
negative behaviours on a partner with those perpetrating
and experiencing negative behaviour, 212 of 1294 male
respondents (16.4%, 95% CI 14.3% to 18.5%) reported
perpetration of negative behaviours against a partner at
least once. Fifty-eight of 1283 male respondents (4.5%,
95% CI 3.5% to 5.8%) reported perpetrating any nega-
tive behaviours in the past 12 month.
Distributions of negative behaviours experienced, carried
out or both
Being frightened or causing fright was the most
common negative behaviour experienced or perpe-
trated. Overall 106/1323 (8%, 95% CI 6.6%, 9.4%) men
reported both exposures.
Reported negative behaviours and perceptions of being
in a DVA relationship
Only 34.9% (95% CI 28.7% to 41.7%) of men who
reported experiencing negative behaviours said they had
ever been in a DVA relationship. Reporting one’s rela-
tionships as DVA was positively associated with the fre-
quency (p<0.001) and duration (p<0.001) of the
behaviour, without controlling for sociodemographic
characteristics; experiencing multiple forms of negative
behaviours was also associated with ever having been in
a DVA relationship (p<0.001). In total 30.8% (95% CI
23.7% to 37.8%) of men who perpetrated negative beha-
viours said they had ever been in a DVA relationship and
were more likely to report this if they perpetrated more
than one type of negative behaviour (p<0.001). As indi-
cated, only eight of the 1368 respondents reported
being in a current DVA relationship and this variable was
omitted from further analysis.
Health problems associated with negative behaviour
experienced from a partner
Table 3 shows the perceived effects of negative behaviours
experienced from a partner. The most frequently reported
effect is feeling anxious or depressed. Two-thirds of victims
reported the behaviour had some effect on their lives
(N=173; 67.1%; 95% CI 60.9% to 72.8%).
Men who experienced negative behaviours were in most
cases at least twice as likely to report symptoms of anxiety
and depression as men who had not experienced negative
behaviours, with the odds of symptoms of anxiety and
depression especially high for men who experienced nega-
tive behaviours in the past year (table 4).
Men who were ever frightened by their partner had
greater odds of smoking cannabis in the past year (OR
1.9, 95% CI 1.0 to 3.6), but there was no evidence of
associations with other negative behaviours. We also
found no association with excessive drinking despite
one-third of the victims who reported on the effect of
exposure saying it impacted on their own drinking
behaviour.
Health problems associated with negative behaviours
carried out towards a partner
One-third of the men who perpetrated (63, 35.4%)
thought their perpetration of negative behaviours had
Table 3 Perceived impacts of negative behaviour from a partner
Impact N Per cent 95% CI
It damaged my physical health 28/201 13.9 (9.0 to 19.3)
It made me feel anxious or depressed 132/201 65.7 (58.3 to 73.1)
It made me drink more alcohol/take more drugs 62/201 30.8 (23.6 to 38.8)
It affected my work or studies 68/201 33.8 (26.1 to 41.3)
It affected my relationship with my children 41/201 20.4 (13.1 to 27.0)
Other effects 40/203 19.7 (13.9 to 25.9)
All CIs calculated as per Ng et al, 2013.
Table 2 Reported negative behaviours
Only from a partner
N=162
Only towards a partner
N=93
Both from and toward a
partner N=117
N Per cent N Per cent N Per cent
Ever frightened 97 59.9 (51.4 to 68.9) 86 92.5 (82.5 to 98.4) 62 53.0 (42.3 to 63.7)
Ever had to ask permission 66 40.7 (32.4 to 49.5) 3 3.2 (−0.4 to 9.4) 19 16.2 (8.7 to 25.4)
Ever hurt 80 49.4 (40.2 to 57.6) 18 19.8 (10.4 to 29.5) 35 29.9 (20.1 to 40.5)
Ever forced to have sex 17 10.5 (5.0 to 15.9) 4 4.3 (−0.4 to 9.8) 2 1.7 (−0.3 to 5.1)
Any the past 12 months 43 28.5 (20.0 to 37.3) 23 28.8 (16.3 to 43.9) 28 25.5 (16.0 to 35.5)
All CIs calculated as per Ng et al, 2013.
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had a negative impact on their partners (95% CI 28% to
43.6%). The mental health of men perpetrating negative
behaviours was similar to those experiencing negative
behaviours, with worse mental health scores for men
who reported having been in a DVA relationship at
some point in the past (table 5). Men who used some
form of negative behaviour against their partners were
three to ﬁve times more likely to report symptoms of
anxiety than non-perpetrators. Men who perpetrated a
negative behaviour in the past year were almost ﬁve
times more likely than non-perpetrators to report symp-
toms of anxiety (OR 4.6; 95% CI 2.2 to 9.7).
Perpetration of negative behaviours was clearly positively
associated with symptoms of depression except for phys-
ically hurting a partner, where the evidence was
marginal.
Sensitivity analysis—experience of negative behaviours
Analysis using a higher threshold for symptoms of both
depression and anxiety gave results consistent with the
analysis using lower thresholds. Point estimates are
either essentially unchanged or between 30% and 40%
smaller for anxiety, with less precision. ORs for negative
behaviours and depression remain positive, but are
reduced in some instances.
Analysis on the data sets we generated by multiple
imputation using chained equations shows persistent
positive associations between negative behaviours and
poor mental health. For anxiety, the magnitude of asso-
ciation decreases for most negative behaviours. Results
for depression are mixed: while still indicative of a
positive association, the odds of being depressed if one
experiences negative behaviour decreases in the
imputed analyses by 9% on average for experience of
any behaviour and having to ask for permission and
increases by 31% on average for being physically hurt,
having to ask for permission and for having been in a
relationship characterised as DVA in the past.
Sensitivity analyses—perpetration of negative behaviours
Analysis using the 12+ thresholds for both anxiety and
depression scales resulted in positive estimates for the
association with negative behaviours, but these were
smaller than in the main analysis. For depression, all
associations with perpetration of negative behaviours are
non-signiﬁcant. Consistent with the main analysis, the
continuous HADS measures record higher average
scores for perpetrators compared with non-perpetrators.
Audit of medical records
Of the sample of 1368 men, 491 consented to having
their medical records reviewed. During the same
12-month period, only two of 434 men (0.5%) had expli-
cit partner victimisation or perpetration stated on their
medical record, compared to 32 men (7.4%, 95% CI
4.6% to 10.3%) reporting this in the survey.
DISCUSSION
While a large majority of men reported never having
been in a relationship that could be described as
‘domestically violent or abusive’, nearly a quarter
Table 4 Negative behaviour from partner, anxiety and depression
Anxiety binary Depression binary
ORs 95% CI p Value Sample ORs 95% CI p Value Sample
Ever frightened by partner 2.7 (1.9 to 3.9) <0.001 961 1.8 (1.2 to 2.7) 0.0026 960
Ever had to ask permission from partner 2.2 (1.6 to 3.1) <0.001 961 2.6 (1.6 to 4.2) <0.001 960
Ever physically hurt by partner 2.5 (1.9 to 3.2) <0.001 961 1.9 (1.2 to 3.0) 0.0091 960
Suffered negative behaviours in past year 3.7 (1.8 to 7.7) <0.001 948 2.8 (1. 6 to 5.0) <0.001 947
In abusive relationship in the past 3.2 (2.0 to 5.0) <0.001 925 2.0 (1.3 to 3.3) 0.0034 924
The table reports ORs from logistic regressions for the mental health outcomes that include each of the listed experiences of NBs in turn, and
controls for age, income, education, house ownership and sampling stratification.
All CIs calculated as per Ng et al, 2013.
Table 5 Negative behaviour towards partner, anxiety and depression
Anxiety binary Depression binary
ORs 95% CI p Value Sample ORs 95% CI p Value Sample
Ever frightened partner 3.0 (2.1 to 4.2) <0.001 927 2.9 (1.9 to 4.5) <0.001 926
Ever wanted partner to ask for permission 4.7 (1.8 to 11.8) 0.0011 927 3.1 (1.5 to 6.4) 0.0018 926
Ever physically hurt partner 3.8 (1.8 to 8.1) <0.001 927 1.9 (0.9 to 4.1) 0.089 926
Perpetrated negative behaviours in past
year
4.6 (2.2 to 9.7) <0.001 913 3.0 (1.4 to 6.2) 0.0033 912
In abusive relationship in the past 3.3 (2.1 to 5.2) <0.001 903 2.1 (1.3 to 3.4) 0.0020 902
The table reports ORs from logistic regressions for the mental health outcomes that include each of the listed experiences of NBs in turn, and
controls for age, income, education, house ownership and sampling stratification.
All CIs calculated as per Ng et al, 2013.
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reported ever having experienced a negative behaviour
from a partner, and one-sixth reported perpetrating
some form of violence against a partner. Men who
reported experiencing negative behaviours were about
twice as likely to report symptoms of depression as men
who had not experienced such behaviours, and men
who reported perpetrating negative behaviours were
even more likely to report symptoms of anxiety and
depression compared to men who did not perpetrate.
There were no associations between problematic drink-
ing patterns and negative behaviours, and there was no
consistent association with cannabis use.
Strengths and weaknesses
There is a lack of epidemiological research on men and
DVA. This is the ﬁrst survey of a European clinical popu-
lation to measure prevalence of negative behaviour and
DVA experience and perpetration for male patients, and
the largest such primary care study internationally. It is
unique in combining prevalence of experience and per-
petration along with perceived impact and self-reported
DVA status. Unlike most population studies of men and
DVA, it has no upper age limit.28
The study is cross-sectional and can only report associa-
tions. Not all negative behaviours constitute DVA. It is dif-
ﬁcult to distinguish between coercive control or intimate
partner terrorism and negative behaviours in the context
of situational couple violence, especially when women
and men may not identify persistent, highly abusive beha-
viours as DVA.29 Although a questionnaire cannot charac-
terise the context of negative behaviours, we have
measured frequency, severity and impact of negative
behaviours and included questions on whether men con-
sidered that they had been in a DVA relationship.
It was not possible to calculate a true recruitment rate,
as we do not know the absolute number of eligible men
in the practice waiting rooms. The 42% of men declin-
ing to participate introduces potential bias. Given that
men did not know that the questionnaire would include
questions on abuse, the estimate of prevalence and
impact may not have been affected. Men completed the
survey while waiting to be called for their appointment.
This means that they had limited time to complete the
survey and some were interrupted before completing it.
All the data missing for this reason are, therefore,
missing at random, justifying to some extent our imput-
ation method. Men with higher education were over-
represented in the sample, and gay and bisexual
men were under-represented, compared with the UK
population.
Relation to other studies
Nearly one in four men in our survey reported a lifetime
experience of negative behaviours consistent with DVA,
which is more than twice the level reported by men in
the UK population;28 this concords with ﬁndings in
women showing increased prevalence in clinical popula-
tions.8 A US emergency department sample of largely
African-American men given similar questions reported
a past year DVA experience of 20% for current relation-
ships,9 whereas men in our study reported only 5.2%
negative behaviours in the past year, and mainly in a pre-
vious relationship. Unlike the national Crime Survey
England and Wales (CSEW) data, where lower socio-
economic status groups had higher risk for experiencing
DVA,30 our study found no consistent evidence of an
association with socioeconomic status.
With regard to perpetration, 16% of men in our study
reported perpetrating negative behaviours at some time,
which is the same as in a small UK study.10 A US study
found 6% perpetration in the past year, nearly double
that reported in our study (3.2%).9 The CSEW does not
ask about perpetration and thus, comparison with UK
population prevalence data is not possible. The lower
prevalence of reported perpetration compared with
experience of negative behaviours in our sample may be
a result of men under-reporting perpetration.31 32
General population surveys report that women experi-
ence more emotional than physical abuse from male
partners. The men in our research ﬁtted this heterosex-
ual pattern in that they were more than twice as likely to
mention perpetrating frightening their partner rather
than being physically violent.
While nearly a third of the men had experienced or
perpetrated a negative behaviour from or towards a
partner (or both), about two-thirds of these men did
not think their relationships had ever been characterised
by DVA. Men were more likely to report that they had
been in a DVA relationship if they had experienced or
perpetrated physical violence, and when there had been
more than one form of negative behaviour. Despite the
increasingly wide deﬁnition used by the UK government
that we cite in our introduction, in the popular imagin-
ation DVA often conjures up a public story related to the
heterosexual experience that also emphasises physical
violence.33 The association between increased frequency
or multiple forms of negative behaviour and increased
likelihood of self-identiﬁcation of DVA has been found
in other studies, both for women34 and for men.3 The
link between self-perceived DVA and such combinations
are also consistent with the idea of DVA relationships as
patterns of coercive control that span across the emo-
tional, physical and sexual dimensions, rather than
being conﬁned to one dimension only.1 35
Mental health problems
We found a strong association between negative beha-
viours consistent with DVA and mental health problems
in men, which has also been reported in population
studies.16 36 In an emergency department setting,
Rhodes et al9 found that the likelihood of depression,
PTSD, and suicidal ideation was greatest for men who
reported experience and perpetration of intimate
partner violence, which was not the case for this primary
care population. Men who reported experiencing or
perpetrating negative behaviours had a greater
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likelihood of anxiety and depressive symptoms than men
who did not report negative behaviours, whether or not
they reported that that they had been in a DVA relation-
ship. The odds of reporting symptoms of anxiety and
depression were generally higher for men who perpe-
trated negative behaviours than for those who experi-
enced them. The strongest associations were for men
who perpetrated a negative behaviour in the past year.
In their systematic review of patients in psychiatric ser-
vices, Oram et al16 also found an association between
perpetration with anxiety and depressive disorders.
Surveys of general and clinical populations,37 mostly in
the USA, identify alcohol use as a major risk factor asso-
ciated with DVA perpetration, although the Crime
Survey for England and Wales did not ﬁnd that alcohol
was independently associated with DVA.30 In our study,
we found no association between negative behaviours
and measures of alcohol abuse, although almost a third
of men who had experienced negative behaviours from
a partner reported that this had resulted in drinking
more alcohol or using more illegal drugs. Cannabis use
was not associated with either experience or perpetra-
tion of negative behaviours. Regarding illicit drug use,
there are conﬂicting ﬁndings from a small number of
other studies. The lack of association in our study
between cannabis use in the past year and negative
behaviours is consistent with Cunradi et al38 general
population-based study in the USA that found no associ-
ation between drug abuse and perpetration of intimate
partner violence (IPV).
Meaning of the study
The prevalence of negative behaviours towards a partner
or adult family member (whether or not this is perceived
as DVA) either experienced or perpetrated by men
attending general practices and their association with
mental health problems requires a response from ser-
vices. Men who experience or perpetrate DVA see
doctors as their main source of professional help, though
most of them do not explicitly seek it. In the Canadian
2004 General Social Survey, men who reported IPV
mostly reported formal help seeking via health profes-
sionals.39 Interviews with men attending DVA perpetrator
programmes in the UK suggest that male perpetrators
are likely to seek help from general practice,40 although
in the Crime Survey for England and Wales, only 4% of
men experiencing DVA reported that they would tell a
health professional about the abuse. Nevertheless, the
majority of men do not object to being asked about nega-
tive behaviours in the context of mental health or other
problems associated with abuse.10 41
If the male experience or perpetration of current or
past DVA is not recognised by clinicians, their manage-
ment of the associated mental health problems will be
inadequate. In the UK, this has been recognised for
women experiencing DVA, resulting in training and
support programmes in primary care to improve identiﬁ-
cation of DVA survivors and referral to specialist DVA
services.42 Our ﬁndings of a virtual absence of recording
of DVA in records of male patients show that we need a
parallel response to male patients with a history of
experiencing or perpetrating DVA, and possibly special-
ist DVA services for men to which clinicians can refer to
after a disclosure.
We need a better understanding of the nature and
health effects of DVA experienced and perpetrated by
men. While our study measured the prevalence of nega-
tive behaviours consistent with a broad deﬁnition of
DVA, we were not able to determine what proportion of
men were experiencing coercive control and the level of
DVA severity that can be classiﬁed as ‘intimate terror-
ism’,29 35 and whether these men suffer more severe
health consequences. Further research also needs to
focus on the development and evaluation of interven-
tions for male survivors and perpetrators of DVA, espe-
cially since there is only weak evidence for the
effectiveness of current programmes.43
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